Regarding “Side-to-side arteriovenous fistula at the elbow with perforating vein ligation”  by Jennings, William C. et al.
JOURNAL OF VASCULAR SURGERY
Volume 48, Number 6 Letters to the Editor 16434. Darling RC III, Chang BB, Paty PS, Lloyd WE, Leather RP, Shah DM.
Choice of peroneal or dorsalis pedis artery bypass for limb salvage. Am J
Surg 1995;170:109-12.
5. Dosluoglu HH, Cherr GS, Lall PL, Harris LM, Dryjski ML. Peroneal
artery-only runoff following endovascular revascularization is effective
for limb salvage in patients with tissue loss. J Vasc Surg 2008;48:137-43.
doi:10.1016/j.jvs.2008.07.088
Reply
We appreciate Dr Dardik and his group’s significant contribu-
tions in the field of limb salvage, one of which is the aggressive use
of peroneal artery as a target for limb salvage in patients who would
otherwise have primary amputation by many of their contempo-
raries. Although the early results with peroneal bypasses were
definitely favorable, especially when the alternative was primary
amputation, they were not as good as the results obtained with
other tibial bypasses.1,2 Reichle and Tyson1 performed peroneal
bypasses in 14 patients who would otherwise have had primary
amputation during that period, and managed to save five of these
14 limbs. Dardik et al2 had a more favorable experience with a
30-month limb salvage of 79%  6%, however, the 30-month
cumulative patency rate for peroneal reconstructions was 37.5%
9.8%, whereas this was 59.2%  7.2% for tibial reconstructions (P
not reported), and secondary operations were required more often
for the peroneal revascularizations than for the tibials. They also
pointed out that the occlusion rate in their earlier experience was
worse than their later results, and 11 of the 21 peroneal bypasses
failed in 1976, whereas only two of the 20 peroneal bypasses failed
the following year. Dardik et al concluded that “although patency
and limb salvage rates for peroneal artery revascularization are
inferior to those obtained for popliteal and tibial reconstructions,
this operation must be considered where the patient is otherwise at
risk for limb loss, and the runoff consists only of a peroneal
artery.”2 Because of these observations, the results of these early
studies were quoted as having “yielded inferior patency and hemo-
dynamic results when compared with other infrapopliteal artery
bypass grafts.”3
We agree with Dr Dardik, however, that it is indeed not
accurate to state (as we did in our introduction) that these early
studies on peroneal bypass were “not favorable.”4 A more appro-
priate phrase to describe the results of peroneal bypasses from these
early studies would have been “. . . not as favorable as other tibial
bypasses,” with a follow-up statement noting that “these early
studies paved the way for the adoption of aggressive revasculariza-
tion, enabling progressive improvement of patency and limb sal-
vage outcomes.” Although we did not mean to suggest that these
studies were “against” peroneal bypasses, it is understandable that
our manuscript may have been misinterpreted in its published
form.
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Regarding “Side-to-side arteriovenous fistula at the
elbow with perforating vein ligation”
We compliment Dr Majid Moini et al for the excellent results in
their recent report, “Side-to-side arteriovenous fistula at the wrist with
perforating vein ligation,” published in the Journal of Vascular Sur-
gery.1 They referenced a publication from our surgical group of similar
dialysis access procedures using the proximal radial artery.2 The au-
thors stated, “He (Jennings) did not occlude the perforator vein.”
This is not an accurate description of our surgical technique.
In an earlier report of these operations (and referenced in our
paper), we described proximal radial artery arteriovenous fistulas
(AVFs) and stated: “If the perforating vein was not used for an
anastomosis, it was ligated to maximize flow into the superficial
venous system.”3
We agree with Dr Moini et al that attending to the perforating
vein (deep communicating vein) is an important element of vascular
access procedures in this location. We often use the perforating vein in
an end-to-side anastomosis (thereby disconnecting it from the deep
venous system). This is particularly useful and often necessary in obese
patients where a side-to-side anastomosis is not possible and adequate
vein quality and length will not otherwise reach the inflow artery. In
the article that Dr Moini referenced, we stated:
The deep communicating vein, median antecubital vein,
median cephalic vein or other vein was utilized for venous
outflow with end-to-side anastomosis in the remaining 39
(37.2%) operations. . . . Creating an AV fistula at the
proximal radial artery site allows the surgeon to consider
ligation of major side channels such as an unused deep
communicating vein or the median cubital vein. Prevent-
ing outflow into non-dialysis venous channels may lead to
earlier maturation of the fistula.
When the deep communicating vein is not used for an end-to-
side anastomosis, we agree it should almost always be ligated. The few
exceptions are when the superficial venous system is poor and all
branches are left open to maintain AVF patency until one outflow
path matures, becomes functional by interventional techniques, or
requires a staged AV fistula transposition.4 The decision for interven-
tion or staged transposition is generally made within 4 to 6 weeks.
My colleagues and I believe that these AVFs are generally
simple and particularly safe when inflow is provided by the proxi-
mal radial artery. We believe that the deep communicating vein
offers an opportunity for an end-to-side anastomosis when neces-
sary and in most cases should be ligated if not used for that
purpose.
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ReplyWe thank Dr. Jennings for supporting the concept of
perforating vein ligation for A-V fistulas at the elbow. It was notclear in his latest publication (ArchSurg 2006) that using the
perforating vein for a direct anastomosis or ligating it when this
could not be done was part of every elbow fistula operation. We
regret that we did not reference his earlier paper where he
advocates the use of the same principles we reported with
splendid results.
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